Office of Health F:‘ S

Application for Hospital Facility

Reference Guide for New Applicants
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Log In to the platform

DC 1 H EALTH DCE%EENL%E%&;QMOR
OF THE DISTRICT OF CO

GOVERNMENT

Enter your username and password.

DC | H EALTH Welcome to the Office of Health Facilities Portal
The Health Regulations and Licensing Administration (HRLA) promotes public safety by ensuring medical facilities maintain compliance with district mandates

and health codes

TestUser17

Login or Create an Account to;
Cl . k h L | b + Apply for a new medical facility license
| C t e Og n U tto n . a + Renew an existing medical fadility license
= Check the status of past applications
« Seek support related to interactions with this office

Forgot your password? Create New Account D health promotes health, wellness, and equity, across the Discirict, and protects the safety of residents, visitors and those doing business in our
Forgot username? nafion's Capital

QOur Responsibilities include identifying health risks; educating the public; preventing and controlling diseases, injuries and exposure to environmental
hazards; promoting effective community collaborations: and optimizing equitable access to community resources.

¢ TIP: If you don’t have an account click the
Create New Account link.

Sie

DC HEALTH
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Navigate to the New Application screen

DC|HEALTH B

Once you Log in to the Office of
Facilities Portal, click the New
Application tab.

DC HEALTH Home Mew Application | Application History ~ Support

Welcome to the Office of Facilities Portal

DC Health protects our citizens by ensuring proper licensure for various intermediate and healthcare facilities in the District of Columbia.

What's the status of my application?

DC HEALTH
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<>
Select the Facilities New Application

DCMURIEL BOWSER, MAYOR

5" GOVERNMENT OF THE
| ==DISTRICT OF COLUMBIA
1E DISTRICT OF COLUMBIA

GOVERNMENT OF Tk

G Select the Hospital option from the

||St EALTH Home Mew Application  Application History  Support Search... Dani Bianciof

Facilities Mew Application

e Click the Next button. by gy Crs

DC HEALTH
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<>
Select the Application Type

i GOVERNMENT OF THE
==DISTRICT OF COLUMBIA
AE DISTRICT O JLUMBIA

DCMURIEL BOWSER, MAYOR

SOVERNMENT OF Tk

Select the |nitia| Optlon from the " HEALTH Home MNew Application  Application History  Support Search... Dani Bianciott
drop-down list.

Application Type
—
Please Select Application Type:
[ Initial - l

e Click the Next button. -

DC HEALTH
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Fill out the Main - Facility Information

e Fill out all the required fields.

DC HEALTH Home  NewApplication  Application History

Support

<>

Dani Bianciotti -

Main- Facilities New Application

Hospital Location

Facility Name

Street Address

[ Robert Zieme

] I 49930 Tod Mountains

City

County

[ East Cruzmouth

] IEthopia

State

ZipCode

[NH

-l IZOOOI

Telephone Number

Fax Number

[ 398

| [=

*Email Address

nitial Begin Date (at present location )

your email+fakedata23275@gmail.com

l Oct 10,2022

[[] mailing Address (i different from strest address)

Previous Hospital Namellf Applicable)

[

Type of Hospital

“Type Of Hospital

D Chemical Dependency/Alcohal

[ childrens

[ Critical Access Hospital (CAH)

[ Generi
spital Located Within Another Hospital

[ Long-Term Acute Care

[ matemity

[ orthopedic

[ esychiatric

[] Rehabilitation

Special

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Fill out the Main - Facility Information

nder the hospits ibe th

h offsite location

Finish filling out the required fields.

parate listing. The listing shou ired information for

s that

If needed, upload relevant files
USIHg the Upload Files button - i <t it Face eectetur com repiens omriore: placeat sur o dolores vitas aut reicangis ) 7 o

Please list number of Full-Time m for the following rok

1. Chisf Exscutive Officer 2. Nurse Administrator, RN

abo id explicabo sed provident r

Click the Save & Next button.

alazka

3. Nurse Supe 4. Registersd St

[ Doloremque aliquam non aliquid repellat possimus cupiditate corporis porro pe

5. LPN Staff Nur 6. Nurze Aides

[ N ice I Nikelaus Locks

7. Medical Records 8. Pharmacy

[ excepturi qui laudantium Labore 3 sed

9 Dietary Laboratory

[ Sit esse earum. I Nulla neque guos aut

1. Housekeeping 12. Main rsonnel

[ Vel repellat quis molestiae illo numquam l Aliquid est dicta libero voluptatibus iste eum velit quasi quisquam

13, Laundry Personnel 14. Other (specify)

[ 583-615-0639

*Under 2,3, 4 and 5, report only those registered or lice & a under number &

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Fill out the Facility Information

Not required for facilities that already have departmentally approved plans.
Description of Facility
*Attach plans or drawings for each floor of the building occupied by the existing hospital and identify:

Life Safety Code Plans:

e Fill out all the required fields.

Building Information

Construction type
Age of existing building

Local zoning compliance statement

Additional relevant information

Existing Space Description:

that already have departmentally approved
plans.

‘@: TIP: This step is not required for facilities

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Fill out the Facility Information

Finish filling out all the required
fields.

Click the Next button.

(Y

e

plans.

TIP: This step is not required for facilities
that already have departmentally approved

Will the bullding have a mixed occupancy?

l ~Hone-

If yes, identify all classifications and locations on the drawings or plans requested above.

Has the JCAHO {Joint Commission on the Accreditation of Healthcare Organizations), or the State approved any Life
Safety Code vari; or! ?

l ~Hone-

Are all pat s capable of leaving the building on their own?

l ~Hone-

Iz the building equipped with a fire slarm

l ~Hone-

Is there an interconnected smoke de!

ent patient/dients/residants are presant in the building at

is the smoke detection sy

ed automatic sprinl

sprinker system?

I ~None--

Inciicate number of building stories above ground, including the exit level

Ingicate number of building stories below ground level of the exit

l

Proposed Use of Idle Space

oned-off for n:

kant, to determine

If applicabl
of Quality

Thae direct n renovations must be in complian:

ation cost may be a ! der before applying for hospit

arrative).

all proposed building changes]. NOTE: You must contacl

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Fill out the Hospital Staff Information

e Fill out all the required fields.

e Click the Next button.

<>

Years Attend:

*Years Attended: Ending Year

[ QOct 7,2009

Strest Addres:

[ 31737 Terrance Trail

[ECI

[ Doctar

Work Experience

Employer

[ Fugiat nihil impedit voluptatibus culpa et ullam aliguam rej

Street Address

[ 1195 Tamara Points

State

Begin date of Employment

Nurse Administrator (Director of Nursing)

Name

C ] [

*End date of Employment

[ Oct 30,2019 | ] [ Nov 3,202

[ Vivian Collier

Name of Person in Charge of Each Department

Dictary Service

[ Nora Witting

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Fill out the Applicant Information

Fill out all the required fields.

e Click the Next button.

Tyoe of Organization

[ ~Hane-

Interested Parties

Interestad partie

governmental or non-profit, int

complete lizting is attached, completion of th

Owmner of Land

Complete thi

First Name

portion of the application

er of the operation or t

M

nce, and that liztin

of the building.

State

Code

[ ~None-

E=

Telephone Number

Fax Number

[ 905

| |

*Organization Type

joluntary Non-Profit

[ ~None--

Interested Parties

if the entity is a part
already in xistence, and that listin

jes to i s, begin date of interest and
nd director a corporation, and [4] if the enti
required info n, sttach & copy of that listing to this appli

ership percentage. Interested parties

ither governmental or nan-profit, inf
n

(1} persons or business entitie

ed part

re the officers and

& ownership interest of 5% or more,

If th

2 separats

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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<IN >
Lease Agreement

DC/HEALTH Home

e Select Yes or No from the drop- s
down menu. This depends if there
is an existing lease agreement.

e Click the Next button.

The fields marked with * are mandatory and must be filled out to continue.

12 DC HEALTH
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Management Contract

e Select Yes or No from the drop-

down menu. This depends if the
facility is under management
contract.

a Click the Next button.

HEALTH Home  Mew Application  Application History  Support

<>

|5 the operation of the facility under a management contract?

Mo

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH

GOWFINMFNT OF TEF QISTRICT OF COIUMELS




14

Fill out the Designee Information

e Fill out all the required fields.

e Click the Next button.

DC/HEALTH Home  Mew Application  Application History ~ Support

<>

Designee

Person authorized to receive personal service and receive registered and certified mai

Is the administrator also the designee?

ez

Contact Person

dentify the person responsible for completing this application and who can be contacted if we have questions.

First Name M Lact Mame

= | | =

Title Telephaone Mumb-er

[ | [owamson |

Fax Number Email Address

l ] l your.email+fakedatal&824 @gmail.com l

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Total Fee

o Check if Total Fee is correct.

e Click the Next button.

DCMURIEL BOWSER, MAYOR

EALTH Home  NewApplication  Application History — Support

<>

n order your application to be proceszed, you must submit payment. Upon transaction approval, please clicgggye & Next to Certify & Submit.

Total Beds - 100 1 Total Fee - $700.00

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Payment Wizar

" HEALTH Home  MNewApplication  Application History ~ Support

Payment Wizard

mplete the payment for your application using the form below. Click “Pay” when you are done inputting your payment details. If you are unable to pay at this time, you may exit this saved draft and return to it in the

Fll | Out the Bi”ing Address a nd 4 ion History” tab of the portal header later.

H After your payment has processed, click “Next” below to certify and submit the application. Your application will not be reviewed until these steps have been completed.
Payment Info fields.

Click the Pay button. 788 Gottlied Pass 3782 822463 10005

Fort Joan

Billing Address Payment Info

2879 Ortiz Crest [ Solon Miller

03/25

Oregon

16913-4451

Click the Next button at the bottom of this page to Certify & Submit the application.

DC HEALTH
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Payment Wizard

DC HEALTH Home  MewApplication  Application History  Support

Payment Wizard

Please complete the payment for your application using the form below. Click “Pay” when you are done inputting your payment details. If you are unable to pay at this time, you may exit this saved draft and return to it in the

O n Ce th e Tr‘a n S a Ctl o n |S a p p r‘OVe d , “Application History” tab of the portal header later.

C | I C k N eXt b u tto n After your payment has processed, click “Next” below to certify and submit the application. Your application will not be reviewed until these steps have been completed.

Transaction approved

Click the Next button at the bottom of this page to Certify & Submit the application.

DC HEALTH
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Certify and Submi

EALTH Home  MewApplication  Application ]

Certify and Submit

ecord and that the information you are supplying is true. By submitting this information, you understand that

Fill out the Name field. e r g bk you are providing infor . A . .
g nt oman record esult r , registration, or certification and criminal penalties®. 'ma W tial b epartment of

tement that iz in fact material, i iting, directly or indirectly, ko any ins
d, that the writing in tes that the making of a fal tatement iz punishable by criminal pen. or if that person

d reasonzbly be expected to
or other docur t under Title 29 of Diztrict of Columbia Official Code, knowing that the facts stated in the filing are not true in any material rezpect or if perzon makss an
t the facts stated in the filing are not true in any material respect; (bB) Any persen convicted of making false statements shall be fined net more than the amount set

.01 or imprizoned for not more than 180 days, or both. A violation of this section shall be prosecuted by the Attorney General for the District of Columbia or one of the Attorney

Click the Next button.
vy name on this form, | attest that all statements are true and accurate.

neral’s assistants.

*( ). TIP: The date should correspond to today’s
date.

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Close the Application

You have finished submitting your
application. Click the Close button.

DC|HEALTH #55Ew

F THE DISTRICT

HEALTH Home  New Application  Application History ~ Support

<>

Hospital Application

You have successfully submitted your Hospital application. Once review

is complete, you will be notified by our team. You may now hit the ""Clase™ button ar dose your browser.

DC HEALTH
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E-mail Confirmation

DCIHEALTH i

Thank you for your payment! You have successfully completed payment for an application on the Program of Facilities portal.
Transaction details:

Date and time: 10/5/2022 12:55 PM

Transaction ID: TRX-000212152

Application Type: Hospitals
Amount paid:$700.00

Need support related to this payment? Submit your question to the help desk and reference Transaction ID TRX-000212152 in your request.

DC HEALTH

G Check if you have received confirmation of payment.

;60w g
DC/HEALTH Egisis
UL MURIEL BOWSER, MAYOR
Dear Dani Bianciotti,
You are receiving this email because we have received your application for Hospitals via the Facilities Portal. The Department of Health will review your application within 30 calendar days.

To check the continued status of your application log in to the portal: https://dohuat-doh.cs133.force.com/Facilities.

Need support? Submit your question to the help desk

DC Health P and
Program of Emergency Medical Services

DC HEALTH

a Check if you have received confirmation for your
application.

DC HEALTH
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Thank you!

DC HEALTH
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